way pyorrhcea was simulated. Wholesale extraction in such a case would be obviously unfair to the patient. For many years he was radiologist to a well-known orthopaedic hospital, in which there were many cases of arthritis, some complicated with intestinal troubles. In all these cases he radiographed the teeth-bearing area, and in most of the patients he found pyorrhcea absent. The trouble was frequently due to peri-apical sepsis, the treatment of which led to very satisfactory results, for in 70 per cent. of the cases the arthritis was either cured or much relieved. Sir William Willcox had suggested that all cases of peri-apical infection should be spoken of as cases of peri-apical bone necrosis-a term he (Dr. Kempster) did not altogether like; in many cases with peri-apical lesions there was no evidence of bone necrosis. Neither did he agree with Sir William that septic absorption took place from all peri-apical lesions. For instance, in the case of peri-apical cyst, the dense line of demarcation often observed suggested that a barrier had been erected against septic absorption, and that idea was borne out in practice.
Mr. COLIN KEAY pointed out that a very small area of infection sometimes kept up systemic mischief for a long time. Recently a patient came to him who had been treated for gastric ulcer for a year on and off. A radiogram showed a small abscess at the apex of a lateral tooth. He removed the tooth and curetted out the abscess thoroughly. In a month, without anything further being done, the patient was well. There had been no outward sign of the abscess.
Mr. J. G. TURNER said those who, like himself, had preached for twenty years and more the importance of dental sepsis, would find, in Sir William Willcox's paper, a welcome confirmation of their views.
But there must necessarily be points of divergence, and some of these he would touch upon. He thought peri-apical infection was not more than half the danger. There was an equal danger from the more superficial infection-, which meant the presence of putrid food and germs among the teeth, before any pocketing took place, and actual ulceration on the toothward side of the gum flap. The danger was as great as that from peri-apical disease. The following was the history of a case in point: A patient, aged 38, had been suffering, since her 21st year. from violent migraine, on the average once a fortnight; in her worst attacks her temperature rose to 103°F. She came to him at the end of very careful medical and surgical attention in hospital for six weeks. When she came from hospital she was seen by a dentist, who told her she had pyorrhoea, and must have her teeth out, but before agreeing the patient was 'advised to see the speaker. He found she had foul pyorrhea, but no peri-apical lesions. He took out four teeth, molars, for drainage, excised two or three small gum flaps, scaled and cleaned her teeth, and taught her how to clean the teeth herself.
She had been free from migraine ever since, and she said life was now worth living.
In practice he thought the more dangerous condition was the superficial one, which was liable to be overlooked. The danger began in early life, in childhood, and that was the second point on which he joined issue with Sir William Willcox, for he saw no reference in the opening address to dental sepsis in childhood. There were certain conditions in childhood, such as myopia at school age, which he believed to be mainly due to dental sepsis. Dental sepsis in childhood might sow the seed of diseases of later life.
He would also controvert Sir William Willcox on the streptococcal question. Sir William, like others, found that the streptococcus was practically the only offender. When Drew and he were first able to stain germs in the gums and granulomatous masses from the apices and roots, it was a surprise to them that they did not find the streptococcus in as many cases as they had expected, though it could be found superficially. From the deeper parts a diphtheroid bacillus was often obtained; and in at least two cases they had specimens of the jaw and of the stomach from people who had died of septic poisoning. Both in the bone and-in large quantities-in the stomach walls they found a diphtheroid bacillus. There was a difficulty in being sure when making the bacteriological examination that one was not merely examining a contamination. It was very easy to infect at the moment of extraction; and after, if the tooth were put into a test-tube or laid on a fiat surface, fluid was readily drawn from the crown to the root and to the granuloma. The more careful he was the less likely was he to recover streptococcus in his bacteriological examination.
Why should not this tissue be called granuloma ? Many of the cases were actual granulomata, showing multiplication of the fixed tissue cells which could form repair tissue, though the larger number of them showed an infiltration with round cells, almost to the exclusion of other histological structures.
And there was a small point which, he thought, might sometimes cause confusion. Sir William said dental sepsis might be secondary to some other diseases, such as scurvy. But surely the sepsis was the external and original part in the mouth, and it could not be secondary to any disease, except for the fact that the patient could not clean his mouth during the continuance of that disease. If there were no sepsis in the mouth, he would get no dental symptoms even though he had scurvy. There seemed to be confusion between what was sepsis and what was the result of sepsis.
Sir William also said it should not be difficult to give a decided opinion in every case of dental sepsis. But in practice it was difficult, especially in such instances as eye cases, in which one was sure there was a certain small amount of infection going on, and yet one could not be sure that by sacrificing the teeth good would result. The only thing to do was to take the plunge, and fortunately the procedure of taking out the teeth, even those that seemed sound, seemed justified. In one case, in which the patient had only one eye left, he took out the last four (apparently harmless) teeth, and the man had remained well ever since. He (Mr. Turner) agreed that the results of dental sepsis covered about half the diseases of civilization. He had a comprehensive formula for use when lecturing to students: there was no disease-ranging from illness due to defective drainage or following a broken leg, to acute mania--which might not be influenced by dental sepsis, and the diseases directly due to it included about 50 per cent. of the ills of civilization-beyond enumeration in the few minutes left for discussion. Of course, there were classic, almost sacrosanct, diseases, and one heard complaints (such as that from Lord Dawson) that. port and parentage were being ousted from pride of place in the production of gout. But, if a gouty man's teeth were cleaned and, where necessary, extracted, he could be permitted to go on drinking his port or his beer.
What was wanted was a new view of medicine and surgery, which should take into account infection first. If treatment directed against "sepsis" failed, a covering diagnosis might be necessary.
